We report her on a rare case of a renal stent that migrated into the right ventricle in a patient with nutcracker syndrome. A 29-year-old woman was admitted to the hospital and she was suffering from flank pain. The computed tomography of the abdomen demonstrated that the left renal vein was compressed between the abdominal aorta and the superior mesenteric artery (nutcracker syndrome). A self expandable stent was placed across the left renal vein for treating her nutcracker syndrome. The next day after the procedure, the follow up chest radiograph showed that the displaced stent had migrated into the right ventricle. After percutanous endovascular stent removal had failed, the stent was ultimately removed by performing cardiac surgery. At the 6 th postoperative month, there have been no abdominal or cardiac symptoms. 
We report her on a rare case of a renal stent that migrated into the right ventricle in a patient with nutcracker syndrome. A 29-year-old woman was admitted to the hospital and she was suffering from flank pain. The computed tomography of the abdomen demonstrated that the left renal vein was compressed between the abdominal aorta and the superior mesenteric artery (nutcracker syndrome). A self expandable stent was placed across the left renal vein for treating her nutcracker syndrome. The next day after the procedure, the follow up chest radiograph showed that the displaced stent had migrated into the right ventricle. After percutanous endovascular stent removal had failed, the stent was ultimately removed by performing cardiac surgery. At the 6 th postoperative month, there have been no abdominal or cardiac symptoms. After interventional radiotherapy (IVR), the pressure gradient between the left renal vein and the inferior vena cava had disappeared. Flow through these vessels was adequate.
Immediately after procedure, flank pain was improved. The next day after procedure, follow up chest radiograph showed that the displaced stent had migrated into the right ventricle ( Fig. 1 ). An attempt of percutanous endovascular removal of the stent using the femoral approach failed.
Next day, T-shape lower sternotomy was performed that revealed slight effusion but no adhesion between the pericardium and the heart. The right atrium and ventricle were normal sized. The patient was placed on cardiopulmonary bypass, and after cardioplegic arrest, the right cardiac space was (Fig. 2) . After intracardiac vascular stent was removed (Fig. 3) , tricuspid valvuloplasty was performed with chordae creation of posterior leaflet. After stent was removed, another procedure was not performed because patient's symptom was relieved. We think that the reasons were band released or band ruptured. The patient had an uneventful postoperative recovery. 
DISCUSSION

